A 36-year-old man, a rock signer currently on tour, presented with an upper respiratory tract infection and signifi cant hoarseness. He also complained of odynophonia during a recent performance. Th ree weeks earlier, he had been diagnosed with bilateral vocal fold hemorrhage. Over the previous 6 months, he had noticed voice fatigue and diffi culty maintaining vocal intensity during shows. He had experienced some improvement with voice therapy until his recent hemorrhage. Th e patient smoked cigarettes and marijuana occasionally, and he routinely drank alcohol prior to his encore.
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Strobovideolaryngoscopy demonstrated bilateral vocal fold hemorrhages (fi gure 1), Reinke edema, refl ux laryngitis, and a slightly raised mass in the middle onethird of the left vocal fold. Vocal rest and refl ux therapy were recommended. Despite this advice, however, the patient continued a rigorous tour schedule, and recurrent vocal fold hemorrhages were documented over the next 9 months.
At follow-up aft er the tour ended, repeat stroboscopy revealed a subtle swelling at the midpoint of the left vocal fold and poorly controlled refl ux laryngitis. Th e patient underwent microdirect laryngoscopy to remove the varicosity. No appreciable mass or vascular abnormality was seen with a 0° telescope (fi gure 2, A). However, during the application of pressure with a ball-tip probe, visualization through a 70° telescope revealed multiple vocal fold varicosities throughout the entire height of the left striking zone (fi gure 2, B). A vascular knife was used to excise the vessels while visualizing them with the 70° telescope. A CO 2 laser at Th ree months aft er surgery, the patient was rehearsing with no complaint of hoarseness, odynophonia, 
